. _CORNORS C -
- 'Mlssoum BIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - B63-026493

DEP AR ¢

TMENT OF PUBL!: HEALTH AND WEIBIB . 6 : U"—' STATE FILE NUMBER
Regi , :

DO NOT e AMENDED egistration District No. ___ e _Ptimary Reqisteation Distric istrar’s No.

ON THIS §TUB FHoED 51863 i
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f imstitulion: Residence before

a. COUNTY s STATE Mi ss Ouri COUNTY St , LOuiS admissian)

b. Cﬂ: {If outside <orporate limits, give TOWNSHIP only) Length of s1ay in 1b ;, ¢ CITY Inside Limits
OR

Vs 300
Rev. 4/59

TOWN St. Louls D.O.A. [ ™" FEjorissant Yoty e O
c. FULL NAME OF (If NOT in hospital, give lozation) Ilnside Limits d. STREET {If cutside, giva location) Reside on Farm

HOSPITAL OR 1 ADDRESS
INSTITUTION SEALOU:LS Children's on [m] 575 Versailles Dr Yes [ Nﬁ

oS PUIva 1
3. NAME OF DECEASED First Middle 4. Dé\;E Month Day Year

{Typa or print)
Sharon_Lee Wagner DR 6-24 63
5. SEX 4. COLOR OR RACE 7. Marcied [J  MNever Married EPC‘] . DATE OF BIRTH | 9. AGE [last binthday) | IF UNDER 1 YEAR If UNDER 24 HR

widowed [] Divorcad (] 'gomhs Days | Hours |  Min.
10-12-60 2 yrs,
1048, USUAL OCCUPATION (Glve kind of work done [ 10b. KIND OF BUSINESS OR INDUSTIRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY -
during most of working life, aven if retired)

none none Sk, ILouis Missouri
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

in Wagner Wanda Schaefer None
15. WAS DECEASED EVER IN U.5. ARMED FORCES 17. INFORMANT WOI't hi]n tgﬂess

(Yes, no, oor unl:nuwn)l {If yes, give war or dates of 500 S Ki ngshigh%ay St . LOL'd_ s " MO .

Enygr only one cause per line for (a}, (b}, and (c). INTERVAL BETWEEN
WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a.] C?C«'/ZZ dgq ﬁﬂ Mm.;zpé /bérnm A{;{, -
,C?‘riid'_ilﬁom, if an:d, DUE TO (b) ﬂm" ﬂéf-/ {m a’ﬁ": ? f% (/%'E’j? ?;/
} DUE 10 (0 (Blad? BoT [albiig fu bl ).

above cause (a),
stating the ynder-

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bul not refsted to the terminal PART 11l, If decested was femala was
dizsease conditron given in PART | (a) é there a pregnancy in last 90 days.

ATE AMENDED

DOCUMENT

7/01 9 -~ 4 [O Yes I B’No | O Unknown

v
19. WAS}L‘J‘}?PSY 20a. Accgam SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Edffer nature of injury in PART | or PART I of item 18.)
g

S

PERFO p?
YES Ne OO

20c. TIMME OF  Hou!  Month, Day, Yaer |

INJURY a.m, . A
p.m. 3 3

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, streat, oftice bidg., etc.)
NOT WHILE AT WORK []

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CeRpIFiGATIO

21, | attended the deceased from D- 0- A- to— D- O A and last saw :f,:.alivc on D, O A

Death occurred at D O A m on the date stated above, and to the best of my knowledge, from the causes stated.

228, SlGNA“'?Mé 7—’ /é '12’(’/ M A ZZEDODQESSJ /4" ah AM? /AI’E SIGNED

23a. BURIAL, CREMATION, | 23b. DATE 23¢, NAME OF CEMETERY OR CREMATO! 23d IbCAﬂONI(Cny, townf or caounty] T (5tad)
QVAL (5 i — -~ _ —
urc.(af'f_'m G- LF- /943 B ELLEFENTAINVE (L En, 27 devis , Ine

24, NERAL DIRECTOR ADDRESS HOR'Q-’S’A"’{ 25. DATE RECD. BY LOCAL REG. 0 REGISJJAR'S NA1U

e/ Aok ssav7 Mor1opR o, JUN 26 1963 oad SPoidh , (10

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

E\Y AFFIDAVIT OF

ITEM NO.




1 3 A '
STATEMENT BY I.ICENSED EMBALMER RN
i

I hereby certify that the body whose name is recorded on the reverse side of this certificate wa‘s\gmbalméd by me,

or by Student Embalmer NG,

working under my personal supervision. / ] : Z
Student ‘ / W :
_ Z 7ot

Signature of Studant Embalmer
Licensed Embalmer No. 7 yé‘é

oL . . P. Q. Address/—%é Ief 55/},’/7;" ﬂtd‘

~

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so staled above. .~ '

"
»-
fie4




